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	Employee’s Name:

(One form per employee)
	

	SBAR Facility:
	

	   Address: 
	

	Physician’s/Health Care Provider’s Name:
	

	   Address: 
	


This employee was examined on ___/___/___ and evaluated medically for fitness to use the respiratory protective equipment indicated by the employer pursuant to OSHA (29 CFR 1926.103) and Cal/OSHA (8 CCR §5144) standards.

On the basis of this evaluation, the following are our findings: 

1.
Unrestricted Use of a Respirator 

The employee is physically able to use the following types of respirator:  FORMCHECKBOX
  Yes     FORMCHECKBOX
  No     If no, respond to Question 2. 

FORMCHECKBOX
  Self contained breathing apparatus (SCBA) 

FORMCHECKBOX
  Air line supplied air mask 

FORMCHECKBOX
  Air purifying respirator, without restriction 

2.
Restricted Use of Respirator 

The employee may use a respirator subject to the following condition(s): 

	FORMCHECKBOX
  SCBA
	Condition:
	


	FORMCHECKBOX
  Air Line
	Condition:
	


	FORMCHECKBOX
  Air Purifying
	Condition:
	


3.
Powered Air Purifying Respirator 

The employee use of an air purifying respirator is limited to a powered air purifying device to assist breathing. 

FORMCHECKBOX
  Yes
FORMCHECKBOX
  No 

4.
Periodic Re-evaluation 

The periodic re-evaluation recommended for this employee is: 

	FORMCHECKBOX
 Upon change in physical condition
	Other (List):
	


	(Physician’s/Health Care Provider’s Name)
	(Signature and Date)
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